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Background:  The diagnosis of acute Type A aortic dissection requires a high index of suspicion because of the variable initial clinical 
presentation and high mortality rate without appropriate therapy. Syncope is an ominous presenting symptom as it may reflect pericardial 
tamponade.
case:  A 70-year-old male smoker with a history of hypertension and Crohn’s disease presented to a hospital without cardiac surgery 
capability after a syncopal episode occurring at rest. He appeared obtunded, but he also reported vague chest discomfort. His blood 
pressure was 70/40 in both arms with a normal heart rate. He had an elevated jugular venous pulse and distant heart sounds, but there 
was no pulse deficit or diastolic murmur. His extremities were cold and clammy.
decision Making: An urgent transthoracic echocardiogram demonstrated a large pericardial effusion and tamponade physiology. Chest 
computed tomographic imaging revealed an ascending aortic aneurysm (5.7 cm in diameter) and an intramural hematoma. Bedside 
pericardiocentesis was performed to improve hemodynamics, and 20cc of bloody fluid was removed. He was transferred emergently to a 
tertiary care center for definitive surgical repair. Operative findings included a contained aortic rupture, a large amount of pericardial clot, 
an aortic dissection involving half of the aortic root circumference, and a trileaflet aortic valve. He underwent aortic root replacement with a 
biologic graft and a stentless pericardial valve. He was in stable condition at 1 month follow-up.
conclusion:  The management of pericardial tamponade that occurs in the setting of aortic dissection requires close attention to 
hemodynamics, cautious pericardiocentesis in refractory shock, and immediate transfer for emergency surgical repair. Vasopressors should 
be used cautiously in this setting as they may propagate the dissection flap.
